
 

POSTOPERATIVE	  ELBOW	  ARTHROSCOPY	  PROTOCOL	  
  

Most  elbow  arthroscopies  are  done  for  removal  of  loose  bodies,  synovectomy,  or  
debridement.    As  such,  in  this  patient  population  the  goals  for  treatment  are  initially  
reduction  of  pain  and  edema,  followed  by  restoration  of  range  of  motion,  followed  
by  strengthening.    Patients  may  progress  through  these  phases  as  tolerated.    Early  
mobilization  is  essential  as  the  elbow  is  prone  to  the  development  of  stiffness.  

  
1.   Modalities  
   Utilized  as  necessary  for  pain,  inflammation  and  joint  stiffness.  
  
2.   Mobilizations  
   Begin   with   grade   one   joint   oscillatory  mobilization   to   help   with   pain   control   and  

diminish  the  effects  of  muscle  co-‐‑contractions.    Later  midgrade  II  to  end-‐‑range  grade  
III-‐‑IV   mobilizations   may   be   performed   to   regain   passive   mobility   by   applying   a  
stretch  to  the  capsular  tissue  at  the  end  ROM.  

  
3.   Flexibility/ROM  
   Manual   stretching;   assisted  ROM  using  pulleys,   cane,   towel,  Air  dyne,  UBE,  Versa  

Climber,   finger   ladder,   Plyoball   exercise,   body   weight   exercises.      Work   on   elbow  
flexion/extension,   and   supination/pronation.      If   a   patient   is   having   difficulty  
regaining   end   ROM   using   mobilization   techniques,   then   low-‐‑load   long-‐‑duration  
stress   may   be   applied   to   assist   the   remodeling   of   soft   tissue   resulting   in   tissue  
elongation.    This  is  most  often  required  to  restore  elbow  extension.    One  technique  to  
consider   is   the  use  of  an  elastic  band  secured  to  the  floor  by  a  weighted  object  and  
then   secured   under   tension   to   the   patient’s   distal   forearm,   with   the   patient   lying  
supine  and  a  rolled  towel  under  the  humerus.  

  

exploration may be indicated. During this time, it is
imperative to continue with rehabilitation to the
affected elbow as indicated. Therefore, treatment of
iatrogenic nerve injury would involve positional
splinting (i.e., radial nerve palsy), maintaining active
and passive ROM of the involved components, as
well as maintaining functional strength of the sur-
rounding musculature not affected by the nerve
injury. In light of this fact, the patient should be
monitored not only during the initial phases of
postoperative care but throughout the entire course
of rehabilitation. Communication with the physician
is vitally important to facilitate early intervention to
ensure an appropriate outcome and to notify the phy-
sician of any change in patient status or complication.

THERAPY OVERVIEW

Wound Healing

The stages of wound healing help to dictate the
progression of treatment after injury. During the
initial phase of inflammation, which can last any-
where between zero and five days,20 goals are to
reduce acute edema and pain with supportive
modalities such as cold packs or electrical stimula-
tion.21 Maintenance of the healing structures in a pro-
tected position is accomplished through the use of
splints and moving the joint through its available
pain-free ROM. During the next two to six weeks or
what is referred to as the fibroplastic stage, tissue
strength is steadily improving and can now with-
stand slightly more force through passive and active
ROM. It is also at this time that scar formation inten-
sifies and contractures can become established.
Therefore, heat modalities may be added to the reha-
bilitation program to help extensibility of the soft tis-
sue structures in conjunction with a low-load
prolonged stretching program. The patient should
be educated on using the affected limb for light activ-
ities of daily living, keeping in mind not to overdo
anything that would possibly set them back into an
inflammatory state. When fibroplastic activity dimin-
ishes, the maturation phase begins.20 It is during this
stage that the patients can start to perform light pro-
gressive resistive exercises to their tolerance. Also at
this time, higher-grade III–IV joint mobilizations
can be performed to work on ROM at functional
end ranges of motions. Total arm strengthening is
also advocated at this time to improve endurance
and overall arm function.22

Although wound healing and progression of treat-
ment can sometimes follow a timely course with no
complications, there are times that it does not.
Prolonged inflammation, increases in pain and
edema, or wounds that are slow to heal can all
contribute to an alteration or delay of the rehabilita-
tion program.

Early Mobilization

Early mobilization is the hallmark of any successful
rehabilitation program,23–26 especially if the osteoliga-
mentous structures are stable and strong enough to
withstand early motion. The anatomical orientation of
the elbow makes it highly prone to postoperative stiff-
ness. Persistent edema or prolonged immobilization
contributes to the development of joint contracture.

Philosophies differ as to which techniques may be
the most beneficial to resolving stiffness and promot-
ing gliding of the joint structures and soft tissue. One
technique that is familiar to clinicians is joint mobi-
lization.27,28 Initially, grade one joint oscillatorymobi-
lizations can assist with pain control and diminish
the effects of muscle co-contractions by stimulating
the individuals’ type I and II articular receptors.29,30

Later in the rehabilitation process, midgrade II to
end-range grade III–IV mobilizations may be per-
formed to regain passive mobility by applying a
stretch to the capsular tissue at the end ROM.19

If the patient is still having difficulty regaining end
ROM using mobilization techniques, then low-load,
long-duration stress may be applied to assist the
remodeling of the soft tissue resulting in tissue
elongation.31 These techniques are most frequently
required to restore full elbow extension. Wilk
et al.19 have devised a specific technique to provide
low-load prolonged stress that we have found help-
ful to regain terminal elbow extension. This tech-
nique involves the patient lying supine, with the
humerus supported on a towel roll with the elbow
positioned in end-range extension. An elastic band
is wrapped around the wrist and secured on the floor
with a weighted object (Figure 4). There is significant
evidence, though, to refute this technique.32

Flowers33 has also developed a protocol that makes
use of a modified Weeks test for splinting the stiff
joint when force is applied. It is a rather simple pro-
tocol where the therapist measures the individual’s
available passive range of motion (PROM) ‘‘cold’’

FIGURE 4. Patient lying supine with resistive band pro-
viding low-load, end-range stretch into elbow extension.
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            Dynamic  or  static  splinting  may  be  required  to  help  resolve  stiffness  that  is  refractory  
to   other   methods   of   restoring   range   of   motion.      This   would   be   used   rarely   for  
patients  who  undergo  a  routine  elbow  arthroscopy,  but  may  be  indicated  if  capsular  
releases  are  performed  for  stiffness  

  
4.    Strengthening  
   Strengthening   can   commence   then   range   of   motion   approaches   normal.    

Strengthening   should   include   flexion,   extension,   supination   and   pronation.    
Combined   motions   (e.g.   flexion   and   pronation)   may   be   particularly   useful   in  
throwing   athletes   as   the   flexor-‐‑pronator   muscles   may   protect   the   ulnar   collateral  
ligament.  
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